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Objective. We assessed the association between intimate partner violence (IPV)
perpetration and sexual risk behaviors and fatherhood (having fathered children)
among young men.

Methods. Sexually active men aged 18 to 35 years who visited an urban com-
munity health center and who reported having sexual intercourse with a steady
female partner during the past 3 months (N = 283) completed a brief self-
administered survey about sexual risk behaviors, IPV perpetration, and demo-
graphics. We conducted logistic regression analyses adjusted for demograph-
ics to assess associations between IPV and sexual risk behaviors and fatherhood.

Results. Participants were predominantly Hispanic (74.9%) and Black (21.9%).
Participants who reported IPV perpetration during the past year (41.3%) were
significantly more likely to report (1) inconsistent or no condom use during vagi-
nal and anal sexual intercourse, (2) forcing sexual intercourse without a condom,
(3) having sexual intercourse with other women, and (4) having fathered 3 or
more children.

Conclusion. IPV perpetration was common among our sample and was asso-
ciated with increased sexual risk behaviors. Urban community health centers
may offer an important venue for reaching this at-risk population. (Am J Public
Health. 2006;96:1873–1878. doi:10.2105/AJPH.2005.081554)
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Extensive evidence from diverse populations
of women has shown that intimate partner
violence (IPV) victimization—a health issue
estimated to affect 1 in 4 US women1–7—is
significantly associated with low contracep-
tive and condom use and adverse sexual and
reproductive health outcomes (e.g., pelvic
pain, menstrual abnormalities, sexually trans-
mitted disease (STD)/HIV, unwanted preg-
nancy, and multiple abortions). 8–10 This re-
search has primarily been limited to studies
of female IPV victims and has rarely in-
cluded reports from male perpetrators. Al-
though research that has included women’s
and girls’ reports of male partner behavior
shows a potential association between high
rates of IPV perpetration and sexual risk be-
haviors among young adult men,11–18 there
has been little direct study of whether abu-
sive male partners pose a greater sexual risk
to women because of the men’s own risky
sexual behaviors. Within qualitative studies,
battered women have reported that abusive
male partners prevented them from using
contraception and thus, forced them to have
unprotected sex, sometimes for the purposes
of conception.19,20 The sole study of sexual
risk behaviors and IPV that was conducted
with men showed that IPV perpetration was
associated with sexual infidelity, multiple sex-
ual partners, and unprotected anal sexual in-
tercourse.21 This sample was drawn from a
methadone treatment clinic and thus limited
generalizability of the study findings. No pub-
lished study to date has assessed the associa-
tion between IPV perpetration and father-
hood (i.e., having fathered children) among
men. Our goal was to build upon the previ-
ous studies by assessing the association of
IPV perpetration with sexual risk behaviors
and fatherhood among a sample of young
adult men who attended a large urban com-
munity health center.

METHODS

English- and/or Spanish-speaking men
aged 18 to 35 years who reported having
sexual intercourse with a female partner dur-
ing the past 3 months were recruited from a
large urban community health center in Bos-
ton, Mass, that primarily serves lower-income
Hispanic and Black clients. On the basis of
these inclusion criteria, men who entered the
health center were screened at registration
by trained research staff who were fluent in
both Spanish and English. Men were
screened if they came to the health center
for their own care or if they were accompa-
nying someone else. Those who agreed to
participate in a brief, anonymous men’s
health survey were then escorted by research
staff to a private room, where individuals
were screened for a second time to verify eli-
gibility. Upon obtaining oral consent, the self-
report paper survey was administered; oral
rather than written consent was used to elim-
inate the need for participants’ signatures

and to better ensure anonymity. The consent
procedures, informed consent information
sheet, and survey were offered in either En-
glish or Spanish; the Spanish versions were
professionally back-translated for use in our
study. After survey completion (approxi-
mately 20 minutes), participants were given
$15 for their time and were informed about
health center services, including HIV coun-
seling and testing, STD testing, and social ser-
vices related to substance abuse and IPV.

Participation
Participants were recruited from April

2004 to February 2005. Of the 432 men
who were approached, 354 were eligible; 29
refused to participate, which resulted in a
92% participation rate. Forty-eight percent of
the participants were at the health center for
their own health care, 46% were accompany-
ing a female partner or child to appointments
for their own heath care, and 6% were at-
tending a health fair. After the surveys were
reviewed, 18 of the 325 survey participants
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were excluded because of their age (n=6) or
because they had not had sexual intercourse
with a female partner during the past 3
months (n=12). Of the remaining 307 partic-
ipants, 92.2% (n=283) reported that they
had a steady female partner and that they
had had vaginal sexual intercourse during the
past 3 months with this partner. Our analyses
were limited to these individuals.

Survey Measures
Single items assessed participants’ age,

race/ethnicity, education level, income, em-
ployment, relationship status, length of rela-
tionship, English language fluency, nativity,
and length of residence in the continental
United States. Single items also assessed sex-
ual risk behaviors with the reported main fe-
male sexual partner during the past 3 months
(inconsistent or no condom use during vagi-
nal sexual intercourse; inconsistent or no con-
dom use during anal sexual intercourse; vagi-
nal or anal sexual intercourse, or both, with
other female sexual partners; and inconsistent
or no condom use with non–main female sex-
ual partners). All these items were created for
use in previous research that was conducted
with young women of similar demographics
who were recruited within the same health
center as our study.22,23

Forced sexual intercourse without a con-
dom during the past year was assessed with a
single item from the Conflict Tactics Scale-2
(CTS-2), a 39-item inventory of abusive be-
haviors.24 Fatherhood was assessed with a
single question about the number of children
respondents had fathered, and 2 variables
were created from this question: having fa-
thered any children and having fathered 3 or
more children. Having fathered 3 or more
children was created as a variable to indicate
higher than average fertility in accordance
with US Census 2000 data, which showed
that the average number of children in both
US and Massachusetts households with chil-
dren was 1.9,25 and the average number of
minor children was close to equivalent across
racial/ethnic groups.26

Participants’ perpetration of physical vio-
lence and sexual violence during the past
year and ever were assessed with the perpe-
tration items from the CTS-2,24 which was
developed to assess psychological, physical,

and sexual aggression by partners who are in
dating, cohabitating, or marital relationships.
We used the CTS-2 because of its reliability
and validity with diverse samples of men and
women, including Hispanic and Black men,
and with diverse languages, including English
and Spanish.27 The CTS-2 was used in a
population-based study of IPV in the United
States,7 and it was used to assess IPV perpe-
tration in a community clinic–based study of
US men.28

For regression analyses, we summed and
dichotomized responses as IPV perpetration
or no IPV perpetration during the past year;
for descriptive analyses, we summed and di-
chotomized responses as IPV perpetration
ever or never. Consistent with previous re-
search that used this measure across diverse
populations,24,27,28 the CTS-2 showed strong
internal reliability with our sample; Cronbach
alphas were 0.93 for IPV perpetration during
the past year and 0.96 for IPV perpetration
ever. The item that assessed forced sexual in-
tercourse without a condom was not included
in this scale to allow for assessment of this
item as a sexual risk outcome; it is the only
item in the scale that assesses a sexual risk
behavior.

Data Analyses
Frequencies were generated for IPV per-

petration, sexual risk behaviors and father-
hood variables, and demographics. Crude lo-
gistic regression analyses assessed the
bivariate associations between past-year IPV
perpetration and outcome variables, sexual
risk behaviors during the past 3 months (un-
protected vaginal sexual intercourse with pri-
mary partner, unprotected anal sexual inter-
course with primary partner, other female
sexual partners in addition to primary part-
ner), forced unprotected sexual intercourse
during the past year, and fatherhood (having
fathered any children, having fathered 3 or
more children). We then conducted adjusted
logistic regression analyses to assess associa-
tions between past-year IPV perpetration
and sexual risk behaviors and fatherhood
after we adjusted for demographics (age,
race/ethnicity, income, continental US nativ-
ity, length of residence in the continental
United States, and length of relationship).
We used adjusted odds ratios (OR) and 95%

confidence intervals (CI) to assess signifi-
cance in final models.

RESULTS

Sample Demographics
The median age of participants was 24

years; 74.9% of participants were Hispanic
and 21.9% were Black. The majority of the
sample was born in the continental United
States (44.5%) or Latin America (53.4%). Al-
most one third of participants (29.3%) was
born in the Dominican Republic; 16.3%
were born in Puerto Rico; 7.8% were born in
Mexico, South America, Central America, or
Cuba. Of those who were not born in the
continental United States, 10.2% had lived in
the United States for 1 year or less, and
65.0% had lived in the United States for
more than 5 years. More than one third
(37.5%) were unemployed; 53.4% reported
an income of $800 or less per month; and
28.0% did not have a high-school degree or
general equivalency diploma (high rates of
unemployment and low income and low edu-
cation level may in part be attributable to the
young sample, which likely included high-
school students). Approximately 1 in 6
(15.2%) were married; the median length of
relationship for the sample was 2 years, and
65% reported having been in their relation-
ship for 1 year or longer.

Sexual Risk Behaviors and Having
Fathered Children

Inconsistent or no condom use was re-
ported by the majority who reported vaginal
sexual intercourse (80.2%) and anal sexual
intercourse (79.2%) with their main female
partner. One quarter of participants (24%) re-
ported having forced sexual intercourse with-
out a condom; 16.3% reported engaging in
this behavior within the past year. Forty-three
percent reported sexual intercourse with a
non–main female partner during the past 3
months; 49.2% reported inconsistent or no
condom use with these partners. Although
sexual intercourse with a male partner was
less commonly reported (6.9%) than sexual
intercourse with a non–main female partner,
12 of the 19 men who reported sexual inter-
course with a male partner also reported
sexual intercourse with a non–main female
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TABLE 1—Sexual Risk Behaviors and
Pregnancy Involvement Among Men in a
Steady Relationship With a Female
Partner (N=283)

%

Condom use during vaginal sexual intercourse

with main partner in past 3 months

None 45.6

Inconsistent 34.6

Consistent 19.8

Condom use during anal sexual intercourse 

with main partnera in past 3 months

None 61.3

Inconsistent 17.9

Consistent 20.8

Forced sexual intercourse without condom 17.5

during past year

Number of non–main female sexual partners

during past 3 months

0 54.1

1 19.1

2 or more 24.0

Number of non–main male sexual partners 

during past 3 months

0 85.5

1 3.9

2 or more 3.0

Having fathered children, ever 49.1

Having fathered 3 or more children 16.3

Note. Responses do not add up to 100%, because 2.8%
of participants did not respond to the question on
number of other female sexual partners in the past 3
months and 7.6% of participants did not respond to the
question on male sexual partners in the past 3 months.
aAmong those who reported anal sexual intercourse
(n = 106).

TABLE 2—IPV Perpetration Among Men in a Steady Relationship With a Female
Partner (N = 283)

Past Year, % Ever, %

Physical IPV perpetration

Pushed or shoved partner 14.1 23.7

Twisted partner’s arm or hair 12.4 18.7

Threw something at partner that could hurt her 11.3 20.8

Grabbed partner 11.0 16.6

Threatened to hit or throw something at partner 8.1 12.7

Slapped partner 7.8 12.7

Slammed partner 6.0 12.4

Punched or hit partner with something that could hurt her 5.7 11.7

Choked partner 4.9 9.9

Used a knife or gun on partner 3.5 7.8

Kicked partner 3.5 7.8

Beat up partner 3.5 7.1

Total physical IPV perpetration 27.6 41.3

Sexual IPV perpetration

Insisted partner have oral or anal sexual intercourse but did not use physical force 20.5 31.4

Insisted on sexual intercourse when partner did not want to but did not use physical force 14.8 28.6

Used forcea to make partner have oral or anal sexual intercourse 6.7 9.9

Used threats to make partner have sexual intercourse 5.7 6.7

Used threats to make partner have oral or anal sexual intercourse 4.9 7.1

Used forcea to make partner have sexual intercourse 4.2 6.7

Total sexual IPV perpetration 28.3 43.8

IPV perpetration resulting in injury/need for medical services

Partner had small cut, sprain, or bruise due to fight with participant 8.8 16.6

Partner passed out when hit in the head during fight with participant 6.0 6.7

Partner went to doctor due to fight with participant 4.9 8.8

Partner needed to go to doctor due to fight with participant but did not 4.2 7.4

Partner still felt physical pain the next day due to fight with participant 3.9 10.0

Partner had broken bone due to fight with participant 3.5 4.9

Burned or scalded partner on purpose 3.2 6.0

Total IPV perpetration resulting in injury/need for medical services 13.8 22.6

Note. IPV = intimate partner violence.
aForce described as “like hitting, holding down, or using a weapon.”

partner during the past 3 months. Half of the
sample (49.1%) reported having fathered at
least 1 child; 16.3% reported having fathered
3 or more children (Table 1).

Partner Violence and Sexual Assault
IPV perpetration of some kind (physical,

sexual, injury-related, required medical ser-
vices) during the past year was reported by
41.3% of the sample; 58.7% reported IPV
perpetration ever. Physical abuse of a part-
ner during the past year was reported by
27.6% of the sample; physical abuse of a
partner ever was reported by 41.3%. The
most common types of reported physical

IPV perpetration were pushing or shoving a
partner (past year=14.1%; ever=23.7%),
twisted arm or hair (past year=12.4%;
ever=18.7%), threw something at partner
that could hurt her (past year=11.3%;
ever=20.8%), and grabbed a partner (past
year=11.0%; ever=16.6%) (Table 2).

Sexual abuse of a partner during the past
year was reported by 28.3% of the sample;
sexual abuse of a partner ever was reported
by 43.8%. The most common types of re-
ported sexual IPV perpetration were insist-
ing on but not forcing oral or anal sexual

intercourse (past year=20.5%; ever=31.4%)
and insisting on but not forcing sexual inter-
course when a partner did not want to have
sexual intercourse (past year=14.8%; ever=
28.6%). One in 10 participants (9.9%) re-
ported a history of having forced a partner
to have oral or anal sexual intercourse, and
1 in 16 (6.7%) reporting having forced a
partner to have vaginal sexual intercourse.

Partner’s injury from, or need for medical
services because of, participant’s abuse during
the past year was reported by 13.8% of the
sample; 22.6% reported ever perpetrating
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TABLE 3—Logistic Regression Analyses, Crude and Adjusted for Demographics, to Assess
Associations Between IPV Perpetration During the Past Year and Sexual Risk Behaviors and
Fatherhood

Sexual Risk Behaviors or Fatherhood OR (95% CI) ORadj (95% CI)a

Inconsistent or no condom use during vaginal sexual intercourse with main partner 1.6 (0.9, 3.0) 2.4 (1.1, 4.9)

in past 3 months

Inconsistent or no condom use during anal sexual intercourse with main partner 2.0 (0.8, 5.3) 3.3 (1.1, 10.1)

in past 3 months

Forced sexual intercourse without a condom during past year 4.6 (2.3, 9.3) 5.2 (2.5, 10.9)

Sexual intercourse with other women during past 3 months 2.0 (1.2, 9.3) 2.2 (1.3, 3.7)

Having fathered children, ever 0.8 (0.5, 1.4) 0.9 (0.5, 1.5)

Having fathered 3 or more children 1.6 (0.8, 3.0) 2.5 (1.2, 5.5)

Note. IPV = intimate partner violence; OR = odds ratio; CI = confidence interval.
Fatherhood is defined as having fathered children.
aAdjusted for age, Hispanic ethnicity, income, length of continental US residency, and length of relationship.

IPV that resulted in their partner’s injury or
need for medical services. The most common
types of reported IPV-related partner injuries
or need for medical services during the past
year included partner’s cut, sprain, or bruise
(8.8%) and partner’s passing out because of a
hit on the head (6.0%); the most common
types of partner injuries or need for medical
services as a result of participants’ IPV ever
included partner’s cut, sprain, or bruise
(16.6%) and partner’s pain the day after a
fight (10%).

Associations Between IPV and Sexual
Risk Behaviors and Having Fathered
Children

Crude regression analyses showed that
men who reported IPV perpetration during
the past year were significantly more likely to
report forced sexual intercourse without a
condom during the past year (OR=4.6; 95%
CI=2.3, 9.3) and sexual intercourse with at
least 1 other woman during the past 3
months (OR=2.0; 95% CI=1.2, 9.3). Other
assessed outcomes were not significantly asso-
ciated with IPV perpetration in the crude
analyses. Adjusted logistic regression analyses
showed that participants who reported IPV
perpetration during the past year were signifi-
cantly more likely to report inconsistent or no
condom use during vaginal sexual intercourse
(ORadj =2.4; 95% CI=1.1, 4.9) and anal sex-
ual intercourse (ORadj =3.3; 95% CI=1.1,
10.1) during the past 3 months, forcing sexual
intercourse without a condom during the past
year (ORadj =5.2; 95% CI=2.5, 10.9), sexual
intercourse with other women during the past
3 months (ORadj =2.2; 95% CI=1.3, 3.7),
and having fathered 3 or more children
(ORadj =2.5; 95% CI=1.2, 5.5) (Table 3).

DISCUSSION

Findings from our study show that men
who reported IPV perpetration during the
past year were more likely than those who
did not report such perpetration to engage in
risky sexual behaviors with main female part-
ners, including unprotected vaginal and anal
sexual intercourse, forced unprotected sexual
intercourse, and sexual intercourse with other
women. These findings among lower-income
urban men support previous work that has

documented higher rates of sexual infidelity
and unprotected anal sexual intercourse
among men who were recruited from a
methadone treatment facility and who re-
ported IPV.21 Overall, these findings show a
notable association between IPV perpetration
and sexual risk behaviors among young men,
and they support previous studies with
women that suggested abusive male partners
may pose greater STD/HIV risk to women
compared with nonabusive men.12,23

A novel finding from our study is that male
perpetrators of IPV were more likely to re-
port having fathered 3 or more children com-
pared with those who reported no IPV during
the past year. Quantitative research with
women has documented associations between
IPV and unwanted and rapid repeat pregnan-
cies,29–32 and qualitative research has docu-
mented a link between IPV and forced preg-
nancy.19,20 Hence, these findings from studies
with women suggest that a greater number of
offspring by abusive men may be a conse-
quence of these men blocking their female
partners’ reproductive control. However, our
findings did not directly assess forced preg-
nancy; thus, it remains unclear as to why
young men who reported IPV perpetration
were more likely to have fathered a greater
number of children. This issue warrants fur-
ther exploration and should include an exam-
ination of whether men are more likely to re-
port having a greater number of children
within the context of an abusive relationship,

particularly because of the evidence that
there is an association between women’s IPV
experiences and poorer maternal and child
health outcomes.33–44

Although further research with larger and
more generalizable samples is needed to con-
firm our findings, additional study also is
needed to clarify why these findings may
exist. There is some evidence that young
men’s traditional masculine gender role
ideologies—particularly ideas about male
hypersexuality, impregnation as a sign of
masculinity, and adversarial heterosexual
dyadic norms—are associated with IPV perpe-
tration, unprotected sex, and multiple sex
partners.45–48 Larger-scale research with di-
verse samples is needed to understand the ex-
tent to which and how masculine gender role
ideologies may be associated with men’s per-
petration of IPV and sexual risk behaviors
within steady relationships with female part-
ners. Understanding such associations will be
critical to developing effective prevention pro-
gramming in this area.

Although findings from our study show an
association between IPV perpetration and sex-
ual risk behaviors among young men, crude
analyses did not yield significant findings for
either unprotected vaginal and anal sexual in-
tercourse or having fathered 3 or more chil-
dren. Only adjusted analyses showed signifi-
cant findings for these variables, which
indicates that demographics may obscure the
association between IPV and some sexual risk
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behaviors. Even for those sexual risk behav-
iors that were significantly associated with IPV
perpetration in the crude analyses (i.e., forced
unprotected sexual intercourse and sexual in-
tercourse with other women), the point esti-
mate changed notably between crude and ad-
justed analyses. Our findings are consistent
with findings from previous racially/ethnically
diverse population-based research of sexual
risk behaviors that showed age, relationship
status, and cultural factors are major corre-
lates of men’s sexual risk behaviors.49

Although the associations between IPV
and sexual risk behaviors and fatherhood are
notable, the importance of these findings is
amplified by the pervasiveness of IPV perpe-
tration that was reported by our sample. More
than half of our participants (59%) reported
that they had perpetrated IPV against a fe-
male partner at some point in their lifetime. A
previous study of IPV in a health care setting
identified a 14% past-year IPV perpetration
prevalence rate28; in contrast, 41% of our
health center sample reported IPV perpetra-
tion during the past year. Higher rates of IPV
among our sample compared with the previ-
ous study of a health center sample is likely a
consequence of our sample being younger
and urban, i.e., demographic groups that have
an elevated risk for IPV perpetration.50

Limitations
A major limitation to our study is general-

izability of study findings, which is exempli-
fied by our substantially higher rate of IPV
perpetration compared with the previous
study.28 Use of a single community health
center that serves predominantly lower-in-
come Hispanic and Black men in an urban
area within the Northeast likely limits gener-
alizability of findings to other populations.
Furthermore, although our health center is
typical of other urban community health cen-
ters within the region in terms of its location
in a lower-income area and its predominantly
racial/ethnic minority and lower-income
client population, it reaches a larger segment
of Hispanic immigrants than many other
health centers. Additionally, our study in-
cluded men who either sought care at the
health center or accompanied others; there-
fore, our findings cannot be generalized to
those who sought care.

In addition to generalizability limitations,
there are a number of study design limita-
tions. Our research was cross-sectional; thus,
causality cannot be inferred from the findings.
Reliance on self-reported data made our data
subject to social desirability and recall biases,
and lack of data from female partners further
inhibited verification of the self-reports. How-
ever, these biases would likely result in un-
derreporting rather than overreporting of sen-
sitive issues, such as perpetration of IPV,
unprotected sexual intercourse, and sexual in-
fidelity. Because of the nature of the ques-
tions, we were unable to assess whether the
reported sexual risk behaviors and father-
hood occurred within the context of an abu-
sive relationship. A previous study with an
antenatal clinic-based sample of young
women in South Africa found that abusive
men were more likely than nonabusive men
to infect female partners with HIV,12 which
suggests that sexual risk behaviors occur
within the context of abusive relationships.
Longitudinal study of these issues with men
and heterosexual couples is needed; future re-
search also must include relationship-specific
assessments about sexual risk behaviors and
IPV to more directly assess these associations.

Conclusions
Male perpetrators of recent IPV were more

likely than other men to have engaged in
risky sexual behaviors and to have fathered 3
or more children, which placed these men
and their partners at increased risk for STD/
HIV. High rates of having fathered children
among abusive men was consistent with re-
ported lack of reproductive control among
abused women,19,20,29–32 and thus must be
further explored to both understand and ad-
dress these associations. Our findings support
previous research with women that docu-
mented higher rates of sexual risk behaviors
among abusive male partners, which show-
cases the need for interventions that integrate
IPV and STD/HIV prevention.

The high rates of IPV and sexual risk be-
haviors in our sample also show that commu-
nity health centers may be an important
venue for reaching men who are at risk for
both IPV perpetration and STD/HIV. Previ-
ous studies have recommended screening
and referral for IPV perpetration among

clinic-based samples of men28,51–53 and HIV
interventions for men in urban health care
settings.54,55 However, clinic-based interven-
tions that integrate IPV and STD/HIV pre-
vention among US men are absent from
published literature. These interventions
must be developed and evaluated, because
IPV and STD/HIV are important public
health issues.
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